Sir,
An unusual presentation of primary sebaceous carcinoma of the conjunctiva Sebaceous carcinoma of the conjunctiva is a rare tumour.
It usually presents as a chronic inflammation of the conjunctiva and adjacent lid and, because of diagnostic delay, carries a poor prognosis. We would like to report an unusually localised presentation of conjunctival sebaceous carcinoma that has responded well to simple excision.
Case report
A 40-year-old man presented with a 3-week history of swelling of the right lower lid. There was a hyperaemic lesion in the right lower fornix and a provisional diagnosis of pyogenic granuloma was made. Hot spooning was recommended.
After 2 weeks he reported that the eye was sticky. The lesion was described as a 1 em lump in the right lower fornix with an inflamed, convoluted surface, like a papilloma and with a purulent discharge. After 1 week's treatment with chloramphenicol ointment the lesion was excised and the base cauterised under local anaesthetic.
Histological examination showed a primary infiltrating malignant tumour of the conjunctiva with a pseudo-papillary or inverted papillary pattern (Fig. 1 ).
The precise point of origin of the tumour was not apparent on histological examination although clinically the base of the lesion was noted to be adjacent to the Meibomian orifices. There were areas of obvious sebaceous differentiation ( There has been no recurrence over 6 months. 
Discussion
Primary sebaceous carcinoma of the conjunctiva is a very rare malignant tumour, oculocutaneous sebaceous carcinoma accounting for between 1 % and 5% of eyelid malignancies.l The appearance of this tumour, mimicking a papilloma clinically, is also highly unusual.
In most reported cases of sebaceous gland carcinoma of the eyelid, a chronic history is usual with the tumour masquerading as blepharitis,2,3 superior limbic keratoconjunctivitis,4 chronic conjunctivitis/'S or chalazion.6,7 This has meant that early recognition is often not pOSSible, with diagnostic delay facilitating tumour spread. A recent case report from Japan describes a conjunctival papillomatous lesion which, on histological examination, was a well-differentiated sebaceous carcinoma.s As with our case, the patient underwent a pentagonal full-thickness wedge resection of the eyelid and has had no recurrence over 6 months. Wide local excision is important to avoid recurrence.
Pagetoid spread, that is, extension of sebaceous carcinoma into adjacent epithelium, is a common manifestation. This has been an indication for exenteration, although wide local resection coupled with cryotherapy has not resulted in recurrences.9 Pagetoid spread is a useful and important feature that allows sebaceous carcinoma to be distinguished from basal cell carcinomas showing sebaceous differentiation (sebaceous epithelioma).lD Intra-epithelial sebaceous neoplasia without underlying invasive carcinoma has also been reportedY Provided an occult invasive carcinoma can be excluded by biopsy, such cases may be followed up by careful clinical examination and the use of biopsies for any suspicious lesions.
This very rare malignant tumour presenting as a simple and clear-cut clinical problem re-emphasises the importance of sending all lid lesions for histology. An increasing number of patients who have undergone an excimer laser photorefractive keratectomy (PRK) are now requiring cataract surgery. We present a case in which the calculation of intraocular lens (IOL) power was presumably affected by the preceding PRK The possible reasons for the resulting error and how to avoid such a complication are described.
Case re p ort
A 66-year-old man with a refractive error of -4.50 dioptres (D) in his right eye and -7.00 D in the left underwent an excimer laser PRK to the left eye resulting in a final refraction of -1.50 D. A routine 5 mm diameter ablation zone was employed. Thirteen months later he was referred for consideration of cataract surgery after noticing a gradual deterioration in his vision. The left visual acuity was reduced from the post-PRK level of 6/6 to 6/24 and the acuity in the right eye corrected to 6/9 with a -3.75 DS. There was a mixed nuclear sclerotic, cortical and posterior subcapsular lens opacity in the left eye, with mild central corneal haze. Fundoscopy showed typical myopic changes, but no other ocular pathology was observed. 
SRK II formula to give a desired post-operative refraction of -1.50 D. Standard keratometry (Top con OM-4 Ophthalmometer) and biometry (Storz) techniques were employed. All available pre-operative measurements are displayed in Table 1 .
Two months later his refraction was +4.5 / -1.00 X 045 in the left eye, giving an acceptable visual acuity of 6/9 but with intolerable aneisokonia. To correct his problem, he underwent replacement of the IOL in February 1996. The procedure was complicated by difficulties freeing adhesions between the original IOL and anterior capsule. There was a suspected zone of zonule dehiscence and the new 16.0 D IOL was placed in the ciliary sulcus. Six months post-operatively his left visual acuity was 6/9 with a plano/ + 1.00 x 145 DC correction. Subsequently, he has become more myopic in the right eye requiring a -5.00 DS to achieve a visual acuity of 6/9. A nuclear sclerotic cataract suggests an element of index myopia. He presently wears a contact lens in the right eye to overcome troublesome aneisokonia.
Discussion
Over the next few years there will be an increasing demand for cataract extraction following PRK All ophthalmologists, including those who do not have a specialist knowledge of refractive surgery, should be aware that the calculation of IOL power in such cases is not straightforward.
A change in refraction due to cataract formation prior to PRK may be a source of error in subsequent IOL calculation. Two years before PRK the refraction in this man's left eye was -6.00 0; however, if there is evidence of a large myopic shift and cataract surgery is likely in the foreseeable future then PRK should be postponed.
IOL calculation errors following refractive surgery were first reported in the 1980s, when some patients who had previously undergone a radial keratotomy (RK) were left unintentionally hyperopic. This has been attributed to the keratome try power being falsely high after RK1,2 The keratometer measures a 3 mm zone of cornea, which is often not as flat as the smaller optical zone following RK? A higher keratometry power will produce a lower calculated IOL power. 
